There is a rapid decline with time in the retention of the skills of cardiopulmonary resuscitation (CPR). In the teaching of CPR, most standard-setting groups place considerable emphasis on the exact positioning of fingers and hands for the handgrips for airway maintenance during expired air resuscitation (EAR). This study assessed the retention of EAR skills in 490 members of the general community who were randomly divided in three groups. In a series of three-hour sessions 8-12 members of each group were taught CPR in an identical fashion except for the difference in handgrip. Group 1 was taught 'hand under the neck', Group 2 was taught jaw support as recommended by the American Heart Association, Group 3 was taught 'the pistol grip' jaw support as recommended by most Australian authorities. By the end of the class 95070 of Group 1 had achieved mastery of hand under the neck but only 70070 in the other groups had mastered their grip exactly. Approximately five months later, 55070 of Group I used their grip exactly but only 16.2070 of Group 2 and 26.1070 of Group 3 used their grip exactly. However approximately 70070 of the subjects in all groups were able to achieve satisfactory ventilation of the manikin.
There was a marked but similar drop in all groups in the number of external compressions over a two minute period due to a failure to retain the ratio of 2: 15 EAR:ECC which had been taught.
MANAGEMENT OF KETOACIDOSIS AT FLINDERS MEDICAL CENTRE IN 1984
A. Vedig, P. Darzins, P. Phillips, Flinders Medical Centre, Bedford Park, S.A. 5046 Diabetic ketoacidosis is common in young diabetics with 1.3 episodes per 100 patient years. Mortality rates of 6-10070 may be caused by ketoacidosis, the primary illness or by therapy. Many deaths are preventable. We have reviewed the management of ketoacidosis at Flinders Medical Centre, a 500-bed teaching hospital serving a population of 250,000 and seeing 150 new diabetics per year.
We reviewed the case notes of all patients presenting with a plasma bicarbonate less than 15 mmolll between January Somatomedin-C is a growth hormone dependent serum growth factor with a proinsulin-like structure and broad anabolic properties.
Serum Somatomedin-C (SMC)/IGFI levels have been shown to be responsive to nutritional intake in fasting, normal individuals, and in malnourished hospital patients. A variety of methods have been used in the assessment of nutritional status, and response to nutritional therapy, in critically ill intensive care patients and none, however, has been particularly satisfactory. This study evaluated the usefulness of SMC as a nutritional index in critically ill patients.
Twenty consecutive ICU patients who required mechanical ventilation for periods exceeding ten days were studied. All received nutritional support, and six patients required dialysis because of renal failure. Nutrient intake was monitored, and nitrogen balance studies were performed on patients without renal failure. All patients had serial measurements of SMC, as well as conventional nutritional indices.
There was no relationship between the original SMC level and ultimate clinical outcome, and several patients with persistently subnormal values recovered. The SMC levels were significantly higher in the renal failure group (0.71 ±0.25 U/ml) compared with the other study patients (0.42 ± 0.21 U/ml; p<O.OI). This may be due to crossreactivity with IGF2. In the non-renal failure group, SMC correlated with the serum prealbumin (r = 0.51), transferrin (r = 0.36), lymphocyte count (r = 0.50) as well as with the total caloric intake (r=0.37), and absolute carbohydrate (r = 0.32) and nitrogen intake (r = 0.38), (p<O.OI for each). By comparison, in the renal failure group, there was no significant correlation of SMC with either prealbumin or transferrin, but good correlation with both nitrogen (r =0.49) and carbohydrate intake (r =0.56, (p<0.OO5 for each). SMC was the only index which correlated significantly with nitrogen balance (r =0.38; p<O.OI).
We conclude that measurement of serum SMC may be useful in monitoring the nutritional status of critically ill ICU patients. Hard data on the incidence of organic mental disturbances (OMD) in the general ICU are few. Lipowski states the incidence of delirium to be 18070 to 30% but quotes no references to support the figures.
ORGANIC MENTAL DISORDERS IN
One hundred and four consecutive patients were examined prospectively. A history and diagnosis pro-forma was completed using information from the patient or relatives, and the patients were examined at least once daily for features of OMD. Where possible a 'mini-mental state' examination was performed daily.
• The results were examined using D.S.M. III criteria for: I) Incidence of OMD particularly delirium. 9%) The mean duration of delirium was 2.2 days. Physical restraint was required in only one patient. Surgical patients were more likely to become delirious than other groups. Age, sex, previous ICU admission, previous history of psychiatric problems, and alcohol consumption had no significance bearing on the development of delirium.
Impairment of short-term memory was frequent, as was disturbance of sleep-wake cycle. Hallucinations were uncommon.
The use of delirium tremens as a model for delirium has led to the misconception that delirium is typically an agitated state with prominent hallucinatory activity.
Delirium is usually a much more subtle syndrome and none of our patients exhibited a florid picture; indeed, the casual observer would have missed the diagnosis in most of them.
The deficiency of short-term memory has obvious implications for patients' understanding of what is happening to them and whether they feel that adequate explanations have been given to them by unit staff. The memory deficits require further investigation.
DIARRHOEA ASSOCIATED WITH ENTERAL FEEDING IN THE CRITICALLY ILL: A RANDOMISED, PROSPECTIVE, DOUBLE-BLIND TRIAL OF FYBOGEL G. K. Hart, Royal Perth Hospital, Perth.
Diarrhoea occurs in 17-68% of enterally fed ICU patients. A faecal bulking agent reportedly reduced the incidence of diarrhoea in burned patients. This trial was designed to assess the effect of an Ispaghula husk preparation (FYBOGEL-Reckitt and Coleman) on the incidence of diarrhoea in enterally fed ICU patients.
Patients with recent gastrointestinal surgery or preexisting diarrhoeal illness were excluded. During six months 99 patients were randomised. Patients fed less than three days were prospectively excluded from analysis. The placebo (33 patients) and 'Fybogel' one sachet 12 hourly (35 patients) groups were well matched for age, sex, illness severity and medications.
The placebo group had diarrhoea on 68 of 297 (22.9%) days of feeding compared to 66 of 287 (22.9%) days of feeding in the FYBOGEL group (N-S). Nineteen placebo patients (54.3%) and 19 Fybogel patients (57%) had diarrhoea (N-S). Diarrhoea was significantly more common in patients with more than three bacterial isolates (p = 0.002). The number of antibiotics, antacids, histamine H2 receptor antagonists and 'nystatin' fungal prophylaxis did not affect the incidence of diarrhoea.
We conclude that the dose of Ispaghula husk had no effect on the incidence of diarrhoea in enterally fed intensive care patients.
ARE PARAMEDICS DOING TOO MUCH?
W. Griggs, Royal Adelaide Hospital, Adelaide, S.A. 5000. A prospective study of advanced resuscitative techniques performed by ambulance officers in South Australia was done on 844 consecutive paramedical cases. Selected officers were taught paramedical skills, which included ECG recognition, defibrillation, intravenous cannulation and limited drug administration. Information was reviewed using a computer data base. Many conditions were managed by these ambulance crews, including chest pain, trauma, asthma, diabetic coma and cardiac arrest. Survival in cardiac arrest showed a strong positive correlation with defibrillation, whereas it showed a negative correlation with cardiac drug administration.
The pilot study experience suggested that a major simplification of the treatment protocols would be appropriate. Therefore, intravenous cannulation and the use of cardiac drugs has been abandoned. This simplified advanced life support system is suitable for teaching to all ambulance crews, and is currently being introduced on all ambulances in Adelaide.
EPIDURAL BUPRENORPHINE FOR PAIN RELIEF AFTER THORACOTOMY: CLINICAL AND PHARMACOKINETIC STUDIES

Dermot Murphy, Royal Perrh Hospital, Perth.
Studies involving use of epidural local anaesthetics for postoperative pain relief indicate that epidural anaesthesia may be the technique of choice for pain relief after thoracotomy. It has been claimed that respiratory function, as indexed by arterial oxygenation and pulmonary peak flow and vital capacity testing, are significantly improved due to better quality of pain relief.
The recent discovery of stereospecific opiate receptors in the brain and spinal cord has led to an increased use of epidural opiate analgesia for pain relief after thoracotomy. Few studies have made controlled comparisons of epidural local anaesthetics with epidural opiates.
In this study, the analgesic and adverse effects of epidural buprenorphine and epidural bupivacaine were compared. Both drugs produced satisfactory quality of analgesia which could be prolonged with further epidural 'top-ups' as required. The duration of analgesia of epidural buprenorphine was considerably longer than that of epidural bupivacaine. The effect of these drugs on haemodynamic and respiratory variables was determined. Few adverse effects were encountered.
To assess the degree of systemic absorption and the possible contribution of central depression to epidural buprenorphine analgesia, plasma buprenorphine concentrations were measured at intervals following its injection. Compared with an equivalent intravenous dose, minimal buprenorphine concentrations were found up to two hours after injection. Pharmacokinetic profiles were derived.
CROSS INFECTION IN THE lCU
Heather Low, Royal North Shore Hospital, St Leonards, N.S. W. 2065 The prevention of acquired infection is one of the priorities in intensive care units. Most cross-infection between patients is caused by organisms carried by staff and hand-washing is the key factor in prevention. Patients in intensive care units are examined repeatedly and auscultation of the chest is an important part of this examination. To determine whether stethoscopes could 1984), was to establish a long-term study of the nature of the professional work of these Fellows as well as to review their training and their perception of the usefulness of that training to their present and future practice. It was prompted by the desire to allow Fellows to feedback into the training and examination process and by an American report that one-third of anaesthesia-trained intensive care specialists had ceased practising intensive care. l At that time, six were Staff Specialists in anaesthetic practice, one was involved in fulltime intensive care based research, one was director of an accident and emergency centre and the remaining fifteen were Staff Specialists or 'Senior Registrars' in intensive care practice. Fourteen Fellows indicated that they expected to spend the rest of their working careers in full-time intensive care but 22 of the 23 respondents had also obtained a Fellowship in anaesthesia (and the other had dual certification). The responses to the questions on training highlighted the need for extended intensive care and medical experience, formal experience in more than one lCU and an annual formally organised course. I. Greenbaum, OM. Physician manpower in critical care medicine. Crit Care Med, 1982; \0(6):407-408.
